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Healthy ageing in a deprived northern UK city: a co-creation study  
Abstract 
With ageing comes an increased risk of poor health and social isolation, particularly in poorer 
populations. Older people are under-represented in research and as a result interventions may not 
take account of their context or barriers to participation.  In co-creative work future service users 
work with professionals on an equal basis to design, develop and produce a service or intervention.  
Our objectives were to i) undertake a co-creation study with older people living in a northern city in 
the United Kingdom, ii) explore  maintenance of health and wellbeing in older age, iii) explore the 
application of co-creation with an older community population and iv) evaluate the process and 
inform future work.  The study was conducted during 2016 by a project team of ten lay community 
dwelling older people and four university researchers.  Findings demonstrate that state of mind and 
of health were key to wellbeing in older age. Feeling safe, comfortable and pain free were important 
along with being able to adapt to change, have choice and a sense of personal freedom. Social 
connectedness was seen as the keystone to supporting healthy behaviours. Rather than developing 
new interventions, there was a perceived need to connect people with existing resources and 
provide a human “bridge” to address barriers to accessing these.  In conclusion, the co-creation 
process proved productive, even when undertaken on a small scale. The scope of the project needs 
to be realistic, to use diverse methods of recruitment and skilled facilitators, and to prepare well in 
terms of accessibility, simple systems and appropriate information provision. 
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What is known about the topic: 
 There is a need to support healthy ageing in a population with a growing number of older 
people. 
 Older people tend not to be included in developing services. 
 Co-creation is an approach which supports the development of innovative and effective 
interventions and services.  
 
What this paper adds: 
 The conceptualisation of social connectedness keystone of healthy ageing which can be 
addressed by employing existing local services supported by a human ‘bridge’ to match 
individual need and existing resources.  
 An understanding of the importance of identifying locally specific challenges and resources, and 
working with these.  
 An example of, and insight into, a co-creation project with an accompanying process evaluation 
and critique of the project. 
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The population is ageing and with age comes an increased risk of poor health and prevalence of 
long-term conditions (Banerjee, 2015; Steptoe, Deaton & Stone, 2015).  This is particularly evident in 
poorer and deprived populations (Beard & Bloom, 2015; Högberg, Strandh, Baranowska-Rataj & 
Sevä, 2017; Olofsson, Padyab & Malmberg, 2018). Social isolation is increasingly common amongst 
older citizens and can have a negative impact on physical health and emotional wellbeing (Holt-
Lunstad, Smith, & Layton, 2010; Newall & Menec, 2015; Shankar, McMunn, Banks & Steptoe 2011; 
Taylor, Taylor, Nguyen, & Chatters 2018). Globally health and social care organisations are 
prioritising healthy ageing. The World Health Organisation (WHO) (WHO 2020) advocates for every 
person having the opportunity to live a long and healthy life. International and national policies and 
initiatives support empowerment of citizens to live healthy and active lives and the development of 
sustainable and efficient health systems (UK Research and Innovation 2020). 
 
Health promotion is an essential element of supporting healthy ageing.  The wealth of information 
on staying healthy in older age, for example, prevention of stroke, heart disease, cancer and 
dementia suggests that overall five key elements significantly contribute to health and wellbeing. 
These include adequate hydration (e.g. Picetti, et al. 2017), healthy diet (e.g. Jankovic, et al. 2014), 
exercise (e.g. Taylor, 2014), rest (Gulia & Kumar, 2018) and social interaction (e.g.  Domènech-
Abella, et al. 2017).  Increasingly efforts are directed at promoting wellbeing in older age (Grönvall & 
Kyng, 2013; Lood, Häggblom-Kronlöf & Dahlin-Ivanoff 2015; Suzman, Beard, Boerma & Chatterji 
2015).  Recent reviews of health promotion activities specifically targeting older people attest to the 
growing body of work in this field.  For example there are systematic reviews addressing physical 
activity (Oliveira, Sherrington, Amorim, Dario & Tiedemann 2017), diet (Patnode, Evans, Senger, 
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Redmond & Lin  2017) and interventions to address social isolation and loneliness (Gardiner, 
Geldenhuys & Gott 2018).  Other reviews consider more targetted groups such as people at risk of, 
or living with, early stage frailty (Frost, et al. 2017; Gardner, et al. 2017), falls (Cameron, et al 2012) 
and ‘hard to reach’ groups (Liljas, et al. 2017).  Despite the growing focus of health promotion 
toward older people, recommendations are often couched in complex health care language, which 
can alienate people.  In everyday language, the general messages are; good hydration (Drink), 
healthy diet (Eat), exercise (movEment), rest (Sleep) and social interaction (Talk) (DEarEST). These 
elements provided the starting point for discussions around wellbeing in this co-creation project. 
 
When designing interventions (strategies) to support such health behaviours the literature 
recommends that to be effective they are i) tailored (Baker, et al. 2015) according to ii) theoretically 
assessed behavioural determinants (barriers and facilitators) (Michie, et al. 2005) and iii) 
underpinned by behaviour change techniques (Craig, et al. 2008).   One approach is the Theoretical 
Domains Framework (TDF) (Michie, et al. 2005) which comprises 11 domains (knowledge, skills, 
social role and identity, beliefs about capabilities, beliefs about consequences, motivation and goals, 
memory attention and decision processes, environmental context and resources, social influences, 
emotion, action planning). This approach has been implemented successfully to support health 
behaviour change including, for example, diet (McEachan, et al. 2016; Taylor, et al. 2013), exercise 
(Munir, et al. 2018), and for these reasons was selected to underpin this study.  
 
Co-methodologies are increasingly prominent in health care research, the value being, they bring 
together researchers and service users to facilitate innovation and improved performance (Jackson 
& Greenhalgh, 2015). The particular relevance of using co-methods in our study is that it privileges 
social equality, dignity and wellbeing across all participants (Jansen and Pieters, 2017). These factors 
often get overlooked in a world where research is more likely to be done ‘to’, ‘about’ or ‘for’, rather 
than ‘with’ or ‘by’ older people (Schilling & Gerhardus, 2017).    
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The language of co-working remains a disputed concept without absolute definition and the terms 
co-creation, co-design, co-production and participatory working are used interchangeably. Current 
policy emphasises the need for pragmatic, ‘real world’ research in which local contexts are 
addressed to ensure successful implementation of complex interventions (Jackson & Greenhalgh, 
2015). Effective co-working requires lay people and professionals to work as equals at every stage in 
the research process (Co:Create, 2020; National Institute for Health Research (NIHR) INVOLVE, 2020) 
poorly executed co-working risks tokenism (Jackson & Greenhalgh, 2015).  Achieving effective and 
meaningful co-working is extensively considered in the literature (Filipe, Renedo, & Marston, 2017).  
Good practice guidance suggests the core elements of meaningful co-working include early 
engagement of stakeholders, respecting the views of all participants, conscious management of 
power relations and inter-personal interactions (Flinders, Wood & Cunningham, 2016; NIHR 
INVOLVE, 2020; Shimmin, Wittmeier, Lavoie, Wicklund & Sibley, 2017).  Older people are under-
represented in research and are at risk of systematic exclusion (Shimmin, et al. 2017).   While 
partnerships are becoming more common, co-methodological working has been slower to develop 
with this group than with others (Blair & Minkler, 2009; Littlechild, Tanner & Hall, 2015).  This is 
problematic, as the lack of inclusion of older adults may result in interventions which do not account 
for their context or barriers to their participation.  Services or interventions are then less effective 
due to this poor match.  Having considered available literature for co-creative working with older 
people, for the purpose of this paper we have conceptualised co-creation based on the core values 
of ‘Co:Create’ (Co:Create, 2020) which embrace an approach that is holistic, resourced, transparent, 
inclusive, iterative, positive, equal and sustainable.  
 
This paper firstly provides a description of a theoretically informed co-creation study to investigate 
what it means to maintain health and wellbeing in older age and how to support this in a local 
context.  Secondly, we offer process evaluation with reflections and recommendations on practice 
and effective co-working.  Objectives were to: i) develop a shared understanding of the meaning of 
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healthy ageing, ii) identify barriers and facilitators to adopting behaviours that would support the 
identified essential components of healthy ageing, iii) make recommendations for adapting local 
services or developing new ones that are feasible, acceptable and sustainable and iv) evaluate and 




An iterative co-creation approach was taken using a qualitative approach (Stebbins, 2001) 
underpinned by the Theoretical Domains Framework (Michie, et al. 2005) and the core values of 
‘Co:Create’ (Co:Create, 2020).  
 
Setting and participants  
 
A northern UK city, ranking in the top 10 of the UKs most deprived local authorities in terms of 
factors such as income, employment, health and disability, education, housing and  living  
environment (Ministry of Housing, Communities and Local Government, 2019). Our study site was 
selected as the local Clinical Commissioning Group (CCG) (Health Service organisation responsible for 
planning and commissioning local health service) recognised the need to support healthy ageing in 
this locality. All meetings were held in a central and easily accessible venue.  
 
We recruited lay members through posters, attendance at community groups, via social media and 
by the University members presenting on a local radio station. Interested individuals contacted one 
of the university members who provided further information and answered questions.  Our aim was 
a maximum variation sample (Palinkas, et al. 2015).   
The co-creation group comprised  
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 Ten lay people aged between 70 and 79 years; seven were women and three men. All were 
white British, four were married, three identified as having a disability, four had no formal 
education, one left school at 16, and five had engaged in higher education. Lay members 
had time and travel expenses reimbursed.    
 Four university members were all female research academics aged from 27-57 and White 
British.  All had doctoral level education and they had had expertise in psychology, nursing, 
behaviour change, co-methodological working and qualitative research methods.   
 
Data collection  
Data were collected through audio recordings of the project group meetings, field notes recorded by 
one of the research team, email and telephone exchanges with group members between meetings, 
and feedback questionnaires completed after the final group meeting.  
 
The group met on four occasions for two-hour project meetings between August and October 2017. 
Attendance is summarised in Table 1.  
 
Insert Table 1 here. 
 
Introductions were made and ground rules agreed at the first meeting.  Each meeting had a focus 
and an open structure to allow the group to direct discussion.  Group members had diverse 
backgrounds, life experiences and they boldly expressed their views.  These were either i) debated 
until agreements were made or ii) a range of views were accepted according to personal contexts.  
This process was at times uncomfortable but led to greater group cohesion, better understanding 
and potentially more robust outcomes from the study.  Meetings were audio recorded and field 
notes taken. Lay members collected agreed information (e.g. available local resources).  The theme 
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of the first meeting was set by the university team, subsequent themes developed organically out of 
the group discussion. The university team met between meetings to review the content of the 
previous meeting and consider the theme which most clearly emerged from that discussion in order 
to provide a starting point for the next meeting. These were then suggested to the group. The 
themes of the four meetings were:  
1. What is the “key” to healthy ageing?  
2. What helps and hinders achieving healthy ageing? 
3. What local resources already exist?  What needs to be changed? What additional resources 
are needed?  
4. What are our recommendations to address healthy ageing and what are our experiences of 
the co-creation process?  
 
A questionnaire, comprising five open questions, was distributed to all team members after the final 
group meeting. This was in part to further gauge thoughts about the project. In addition, as part of 
the process evaluation, team members were asked about their experiences of the co-creation 
process and suggestions for changes. Team members could email or post their responses. Pre-paid 
envelopes were provided. Items in the questionnaire were as follows: 
1. What was your experience of being part of the project? 
2. What do you think are the key things we have discussed? 
3. Was there anything that stood out to you? 
4. What do you think should happen next? 
5. What you would suggest doing differently if we run a project like this in the future? 
 
Data analysis  
Outcome data: Data collection and analysis were iterative. Audio recordings, emails and telephone 
calls, field note data and evaluation questionnaires were thematically analysed in order to address 
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the four objectives identified in the introduction section of this paper. Between meetings, university 
members reviewed notes and listened to audio recordings. From these they summarised and 
processed discussions which were presented to, and reviewed by, the whole team to ensure a full 
and accurate representation of conversations and provide a starting point for the next meeting 
discussion.  As this was a co-creation project, it was not possible to know the direction the 
discussions would take during the course of the meetings. Further analysis was undertaken after the 
completion of the project to ensure authenticity of the themes generated and to ensure they 
focused on the specific objectives of the project. Our aim was to identify descriptive themes which 
summarised the key points discussed in relation to the research objectives.  At this point meeting 
recordings and study of all written material was included. Data immersion was achieved through 
repeated listening to meeting recordings; initial codes were generated, and themes addressing each 
objective were derived, defined and named. Within the area of each objective, themes were derived 
inductively and are descriptive at a semantic level. The analysis process was informed by the 
principles of thematic analysis Ryan & Bernard (2003). Decisions on final themes were discussed 
amongst members of the university team. Subsequently the university members mapped the 
barriers and facilitators of DEarEST elements identified by the group to the TDF.  
 
Process data: A process evaluation was undertaken through the group reflections on the co-creation 
experience.  Group reflections were considered in relation to the core values of ‘Co:Create’ 
(Co:Create, 2020) to assess the extent to which these standards for improvement in subsequent 
projects.  Initial data analysis was completed by the university members and circulated to the rest of 
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Ethical considerations  
Ethical approval was given by the School of Health and Social Work at the University of Hull (ref: 
266).   All participants were given an information sheet outlining the project and what was required, 
written consent was obtained from all lay members of the group. 
 
FINDINGS 
Results are discussed below according to each of the specified objectives. The DEarEST elements 
offered a starting point for discussion. The findings include illustrative quotes, the majority of which 
are taken from meeting recordings. There are additional quotes from the final questionnaires and 
personal communications. As we were working as an equal team, we have not identified whether 
quotes come from lay or university participants. All meeting and personal communication quotes 
except one, come from lay members. An equal number of quotes from the final questionnaire come 
from lay and university participants. We have ensured that quotes come from a range of 
participants.  
 
Develop a shared understanding of the meaning of healthy ageing  
The group sought to define “older” and “elderly”.  Initial discussions focused on the ideas of 
dependency and lack of control but further exploration within the group revealed these to be 
stereotypes rather than reflecting the realities experienced by team members.  We talked about the 
physical components of DEarEST, however these were not perceived as key by the team who 
concluded that being able to adapt to change, having choice and a sense of personal freedom were 
important.  “When your family’s grown up and you got your own time, that’s when it’s your time 
that’s when you can feel this is good…. you can do your own thing”.  Then we considered the 
disconnect between physical changes which come with age and a continuing sense of self; “my body 
is old but I don’t think any differently than I did at 22”. We spoke about idea that life as an older 
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person is a continuation of life in general; “whatever happens in your life, the next step is a new 
chapter. When you retire that’s a new chapter”.  Overall, the team concluded a positive attitude and 
feeling “safe, secure and pain free” are essential to healthy ageing.   
 
We decided in the group that the “key” to maintaining health was to address loneliness, being alone 
and a lack of connections. The group suggested that these were factors which lead to people feeling 
vulnerable.  “Loneliness is the killer”, however, connecting people was not always seen to be easy 
“how do you get people out there?” while “offering a choice”.  Having social interactions increased 
the likelihood of engagement in other DEarEST elements, as either a direct or indirect result of 
reduced loneliness. The team considered that individuals who were socially engaged might be more 
motivated to self-care and that eating, drinking and movement might well take place in a social 
context. All of these could in turn aid sleep.  “It was interesting how we had the different dearest 
elements, but it was loneliness/social isolation that people felt was the most important issue, both in 
terms of an issue in itself and as something that underpins everything else” (final questionnaire).  
However loneliness itself was seen as a barrier to engagement; “If you haven’t got a hand to hold….. 
that is a block even to get out of the door”.  
 
Identify barriers and facilitators to adopting behaviours that would support the identified 
essential components of healthy ageing 
 
Memory and making decisions were discussed, the reality of being older is that people often have 
fewer resources of all kinds, some people need more thinking time as they get older and need things 
to be slower. Presenting options to support decision-making may help develop connections; 
“mechanism that identifies . . .   and then puts them in touch with [list of organisations] . . . and gets 
message across.” Whilst important such resources alone are not sufficient.   Knowledge about 
existing resources was problematic.  Those without computer skills or access to the internet were 
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less likely to know about the many existing groups and opportunities.  “The thing which stood out for 
us was the vast amount of material in hard copy and online available from local and national 
authorities and charities both large and small. The disappointment is that the majority of it does not 
reach its target audience. This became clear in our group by the amount of previously unknown 
information being tabled” (final questionnaire).  Lack of confidence and belief in their abilities stops 
some people from going to new activities. We talked about there being “something about stepping 
over the threshold” and “having inspiration, seeing people like you doing the thing”.  Practical 
constraints including poverty can exacerbate isolation “if you don’t have the wherewithal, then 
you’ve got restricted resources so you don’t go out”.  Environmental barriers included lack of 
affordable and convenient transport and easy access to toilets, “the thought of having to go out, 
change a bus, maybe find a public toilet …is very debilitating”  
 
Make recommendations for adapting local services or developing new ones that are 
feasible, acceptable and sustainable 
 
The recommendations made were based on the premise derived from group discussion that social 
connection is the keystone which, if present, supports the other DEarEST behaviours (good 
hydration, healthy diet, exercise, rest) and protects against health risks of loneliness. Indirect 
support of DEarEST behaviours is likely to be more powerful than direct targeting of the individual 
behaviours.  There is no lack of opportunities and activities for older people in this city.  Lack of 
engagement relates to barriers cited above. The group concluded that a person acting as a “bridge” 
between older people and activities was likely to be the most effective way to support people to 
access what is available, “human contact makes it more manageable and more real”. We did not 
consider that making information available and signposting was enough, rather letting people know 
“there are things available …we could contact them and you might get somebody who would take 
you or welcome you if you got there, that sort of thing”  “Talking, talking to a person” was central to 
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the idea; that person could be a volunteer. As highlighted by the lay participants, the locality has 
access to an extraordinary resource in an established local volunteering network - a group who 
started as part of a City of Culture and who have continued to be involved in local projects. They are 
well trained and skilled in working with people.   
 
From the data presented above, implementing the DEarEST findings requires the following steps 
each of which links to identified TDF barriers: 
1. Create self-governing, community led group including older people, interested others from 
the community and local stakeholders.  
2. Identify people who are, or who are at risk of being, isolated using formal and informal 
community networks (e.g. local shops, health centres and media). 
3. Create a comprehensive list of activities, services, opportunities open to, or specifically for, 
older people across the locality (information) and make it accessible to all.  
4. Work with individuals to find ways of making connections using the full range of 
opportunities including internet, individual or group events (encouragement and support).  
5. Work with the established local volunteering network to act as “bridge” between older 
people and available resources.  The bridge function might involve accompanying them, 
helping with preparation or practicalities such as how to get there, what, if anything, is 
needed.  Volunteers would later withdraw and allow the person to continue in their new 
activity (encouragement, support,  persuasive communication and prompts, contextual 
changes) 
6. Older people who have benefitted from the project may be recruited to build a sustainable 
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Evaluate and make recommendations for co-creation with older people 
We evaluated the process against the core values of ‘Co:Create’ (Co:Create, 2020).  
1. “Holistic: Coproduction should happen at every stage”.  As with many funded research 
studies the broad question and preliminary methods were necessarily decided before 
recruitment to the group.  Other than the planning stage, co-creation took place at every 
stage of the project from design to dissemination.  As a result of this, we are a group of 
people determined to publicise and progress ideas and we have established goodwill and 
links with statutory and voluntary organisations through existing networks and those 
resulting from the project.   
2. “Resource: Meaningful and effective coproduction deserves and requires sufficient resource”.  
The funding budget included payment for all members of the co-creation group and the 
provision of a private meeting room in an accessible and comfortable venue with 
refreshments.   
3. “Transparent; Coproduction should have a clear and transparent remit, i.e.: overall aims, 
limitations, expectations and commitment”.    The group shared written and verbal 
information about the aims of the project and agreed both ground rules and levels of 
involvement.  Although a broad research question had already been defined, the group 
shaped how this might best be addressed.   
4. “Inclusive: coproduction should involve a wide range of people, capturing individual and 
differing views”.  Our recruitment strategy was broad and we were successful in ensuring 
diversity in age, gender and education.  There was a lack of ethnic mix which is typical of the 
local, older population.  Group discussion revealed diversity in life experiences and loyalty to 
micro-local cultural norms.  However, one participant left the group after one session as 
they felt the group was not representative of the older people of the locality.  
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5. “Iterative: coproduction should be reciprocal, repeated and progressive, always adapting and 
building on what came before”.  As discussed above, verbal and written information, 
circulated through feedback loops, encouraged all members to challenge and contribute.   
6. “Positive; coproduction should be mutually beneficial and an overall positive experience”.  
Good humour dominated all interactions.  Members enjoyed taking part, for example feeling 
“quite privileged to be part of the project” (email).  On rare occasions group members 
noticed that others might not be contributing and this was addressed by offering 
opportunities and support for individuals to take a more active part in meetings if they 
desired.    
7. “Equal: each participant and their contribution should be valued equally”.   For practical 
reasons, the project was facilitated and administered by academic group members, this 
arguably challenges equality. In order to mitigate this challenge, we used light touch 
facilitation, allowing the discussion to take its own direction and intervening to summarise 
or highlight issues of time. We derived our theme suggestions for group meetings in the 
discussion from the previous meeting. We reflected as a team between meetings on our 
input and the issue of equality. 
8. “Sustainable: Meaningful coproduction should have a genuine sustainable impact on the 
project”.  As a result of the project we are a small cohesive team who intend to take forward 
the findings of this project to develop a locally sustainable models of connectedness.  “I 
would like to see our team presenting to a CCG group” (final questionnaire), “a really huge 
media storm..” (final questionnaire), “raising awareness in local communities could be a 
good place to start” (final questionnaire).  .  
This evaluation suggests that in areas we were faithful to the process but that we did not achieve 
the core values in every respect.  Collectively the group offer four recommendations for effective co-
creation.  Firstly, prepare well.  Choose an accessible, familiar community location to make it easy 
for people to attend.  Put in place simple payment systems and offer sufficient information to all 
DEarEST co-creation paper Health and Social Care in the Community            
 16 
team members in preparation for the meetings.  Secondly, be realistic about the scope of the 
project.  This project was ambitious and we could not address everything at once, however there 
was some optimism that it would be possible to make a difference: “Trying to solve all the problems 
at once is like eating an elephant, eat it all at once and it will kill you, a little at a time and it’s doable. 
Perhaps targeting one aspect may be the way forward” (final questionnaire).  Thirdly, use diverse 
methods of recruitment to ensure representation from all potential stakeholders and to avoid the 
likelihood of “Preaching to the converted” (telephone call),  i.e. having a team who are not fully 
representative of all older people in the city, who are socially engaged and confident enough to take 
part, and may have similar views to each other.   Finally, use skilled facilitators.  Although an agenda 
was prepared for each meeting the whole team steered the discussion.   “At first I was worried that 
the conversation might go around in circles and get nowhere.  But, every week I was surprised by 
how much progress we made.  How, despite the diversity of the group we agreed isolation/ 
loneliness/connectedness were so important to health” (final questionnaire).  There was a value in 
the university members collating and summarising information from each meeting to feed back at 
the beginning of subsequent meetings.  “Often during the group I would not realise just how much 
richness there was in the discussion” (final questionnaire). 
 
DISCUSSION  
This study was based on the premise that known factors which influence healthy ageing, namely 
good hydration, healthy diet, exercise, rest and social interaction would be the focus of our co-
creation group. However, older group members identified that feeling safe, comfortable and pain 
free were far more important elements of healthy ageing along with being able to adapt to change, 
have choice and a sense of personal freedom. Social connectedness was seen as the keystone to 
supporting other healthy behaviours for which numerous programmes and activities already existed 
in the locality. The conception of social connectedness held by our older group members varied from 
that presented in the extant literature.  They envisaged themselves, and likeminded peers, taking an 
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active and leading role in being the “social connectors” in their local community and thus implicitly 
understanding the local community and culture (Bruggencate, Luijkx & Sturm, 2018). In contrast, 
others describe a “done to” approach with interventions delivered by carers in differing guises 
(O’Rourke, Collins & Sidani, 2018; Morgan, et al. 2019).  Rather than developing new interventions, 
the group perceived a need to connect people with existing resources and provide a human “bridge” 
to address barriers to accessing these. Our work has starkly highlighted the need to co-create with 
older people to ensure that interventions meet their needs using approaches that are likely to 
succeed (Botero & Hyysalo, 2013; Leong & Johnston, 2016).  The focus on social connectedness as a 
keystone is in line with the idea of connection being a fundamental human need which is critical to 
health and wellness (Martino, Pegg & Frates, 2015). 
 
There are numerous examples of co-creation with older people, however few published studies have 
addressed health promotion issues. Those that have often lack clarity in specifying the aim of 
including older people’s participation, ways in which the input from older people was facilitated and 
their feedback on the process (e.g. Allen, et al. 2015; Baur & Abma 2012; Boerema, van Velsen, 
Vollenbroek-Hutten, & Hermens, 2017; Buckley, McCormack & Ryan 2018; Doyle & Timonen, 2010). 
Bulsara, Khong, Hill & Hill (2016) is a notable exception to this and used a world café approach to 
facilitate input in an informal environment and through doing so not only derived useful information 
to inform future interventions but participants reported an increase in knowledge and awareness 
alongside enjoyment of the process. Similarly, our project team was small enough and consistent 
enough, that over a relatively short time, participants felt comfortable contributing to the 
discussions and we were able to have some healthy debate. In comparison with other published 
studies, we were transparent about our processes and largely were explicit about, and met our aims. 
 
The identification of difficulties and suggestions for solutions came from our group discussions and 
were in line with behaviour change theory. In retrospect, having mapped barriers to the domains of 
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the TDF we were able to identify possible behaviour change techniques likeliest to be effective.  For 
example, information addresses deficits in knowledge, encouragement, support and persuasive 
communication addresses a lack of confidence, context specific changes can address environmental 
barriers and devising prompts or making plans ahead of time addresses memory problems and the 
need for more thinking time (Abraham & Michie, 2008; Michie, van Stralen, West, 2011).  Our 
findings suggest that working with older people employing a co-creation model is a powerful way to 
create innovative and inclusive ideas and solutions. This is supported by two recent studies 
undertaken by ‘Co:Create’ addressing loneliness in older people in Sheffield and in Rotherham 
(Co:Create 2020).  It is interesting that projects employing a co-creation approach are often not 
published in the academic literature but published on organisation websites, for example 
‘Co:Create’s website. While this is useful as the information is more widely disseminated, it is 
arguable that providing insight into co-creation projects and process in the academic literature 
might be a useful adjunct, we have aimed to address this gap in this paper. 
 
We are aware that our recommendations suggest a similar approach to addressing the issue of 
loneliness and isolation to that which has been successfully implemented in Frome, Somerset 
(Millington-Sanders, 2017). The Frome initiative is part of the work carried out by Compassionate 
Communities (Compassionate Communities UK, 2020) which aims to build on community resources 
to create community networks and support wellbeing in those who are facing the challenges of 
chronic ill health or ageing, including loneliness and isolation. The Frome model aims to ‘reconnect 
people to both their own supportive network and the extensive community activity that already 
exists’. Their findings suggest a 30% reduction in emergency hospital admissions in three years. Our 
process led us to a similar model with the addition of the inclusion of the large volunteer resource 
available in this locality. This highlights the need for such models to be tailored to draw on individual 
neighbourhood and community resources, there cannot be a one size fits all intervention. Co-
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creation allows the local knowledge, resources and understanding to shape an appropriate approach 
for each particular place. 
 
There are undoubtedly overlaps with our proposed approach and the social prescribing model 
(Bickerdike, Booth, Wilson, Farley & Wright, 2017), there are, however, also significant differences. A 
key part of the DEarEST model is the co-creation element, i.e. the central involvement of older 
people in the design and implementation; and the idea of drawing on resources that already exist 
within communities, for example volunteers. So while this project may be allied to, or have overlaps 
with social prescribing, the ways in which it differs are fundamental.  
 
Rather than creating new services our recommendation for practice is to refine existing 
interventions and use local resources including residents, transport links and volunteers to promote 
access.  Listening to, and working with, the local population is of vital importance when designing 
interventions to support healthy ageing and wellbeing as only they know what is required and the 
barriers to achievement.  
  
Co-creation was a productive approach.  There is, however, a need to be realistic about the scope of 
such a project, and to use diverse methods of recruitment and skilled facilitators, and to prepare 
well in terms of accessibility, simple systems, appropriate information provision. Research evidence 
offers guidance to conducting co-design but little of it is older people specific and even less is health 
promotion focused.   There is a need to understand how we can galvanise the wisdom of our ageing 
population to develop sustainable, local initiatives to support healthy ageing.   
 
There were a number of strengths and limitations to this study.  Setting the study within a limited 
geographical area was both a strength and a limitation.  This allowed the development of a context 
specific solution to local issues.  The approach we used may not work in every situation.  The funding 
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secured for this study allowed us to reach the point of preliminary intervention design which is yet 
to be tested.  Despite our broad inclusion and recruitment strategy we did not engage with all 
sectors of the older population.  The university members were successful in taking a step back and 
limiting their natural inclination to take a lead role however, in our assessment against the core 
values we have recognised areas for refinement in co-creation.  There is no prescribed number for 
participation in a study such as this. Our evidence that this was enough is that we had full and wide-
ranging discussion and all group members had the opportunity to take part. 
 
In conclusion, the project team of lay older people and university members developed an 
understanding of the meaning of health and wellbeing in older age.  We identified that loneliness 
and isolation are the keystone to all other elements of DEarEST. The most influential barriers to 
DEarEST were cognitive, lack of knowledge, lack of confidence and lack of access to adequate 
transport.  What has been key to the development of our co-design work is that the findings and 
recommendations are “owned” by this group of older people in locality.  The recommendations of 
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